gradual onset of mistiness of vision at the age of 10, passing off gradually at the age of 15. She had another attack of mistiness of vision ten years ago, just before the onset of the present complaint, and lasting three weeks. There was a gradual onset of weakness and stiffness of the lower limbs three years ago. Five years ago she was suddenly unable to raise her eyelids and this condition lasted for three weeks and then gradually cleared up. No diplopia at any time. Shakiness of the left arm appeared eighteen months ago, and of the right arm six months ago. Occasional incontinence of urine for two years.
On examination.-Shows variable rhythmical tremor of head and arms. Memory tests performed well. Some euphoria. Speech slightly scanned. Very slight pallor in the temporal halves of both discs (? physiological) but no other change in the fundi. Visual acuity 4, right and left. Some peripheral field limitation but no scotomata. Uneven pupils, both reacting sluggishly to light and accommodation. Conjugate lateral movement limited to both sides with slow nystagmus. Upward and downward movements full, convergence limited. Bilateral ptosis, more marked on left, and slight bilateral proptosis. Slight hypalgesia of right side of face, and weakness of lower right face and of closure of both eyes.
Slight middle-ear deafness on right side. The tongue is protruded slightly to the right, and there is some puckering of the right edge.
There is a fluid rhythmical tremor in both upper limbs, increased by exertion, but never very coarse. Marked ataxia in coordination. Motor power good4for all movements but slow in execution. Tone increased at wrist, diminished in proximal groups. No wasting. Some weakness of the lower abdominal muscles. The lower limbs are weak in knee extension and hip flexion, with some weakness in all other movements. Tone increased in the extensors. Coordination ataxic. No tremor at rest. No wasting. Tendon jerks all increased. Abdominal reflexes present but very sluggish. Plantar reflexes both extensor. A broad area of hypalgesia with indefinite borders extends from axilla to groin. Otherwise no sensory loss is demonstrated. Walks with short hesitant steps and drags left foot slightly with no gross ataxia but readily loses balance. Can stand steadily with eyes closed.
(II) James A., aged 52. Attended the out-patient department of the National Hospital, Queen Square, under Dr. George Riddoch, on March 2, 1931, on account of weakness and unsteadiness of both lower limbs, right more than left, developing slowly in the previous five years. There had been slight difficulty in holding urine in the previous six or seven years, and occasional incontinence in the previous two months. Vision unaffected, and no diplopia. He is a nervous man with normal speech. No weakness or atonia of upper limbs but a coarse tremor is present. Some weakness but no wasting of the lower limbs. Tendon jerks all present and equal on the two sides. Abdominal reflexes present and equal. Plantar reflexes both flexor. No sensory changes. Possible slight thickening of external popliteal, mediani and ulnar nerves noted. Walks on broad base with some ataxia.
Muscular Atrophy and Ophthalmoplegia associated with Graves"
Disease.-D. DENNY-BROWN, M.B. R. C., aged 42, a fisherman, was admitted to the National Hospital, Queen Square, March 13, 1931, under Dr. C. P. Symonds, complaining of double vision of one year and four months' duration, and weakness of the arms and legs of four months' duration. There is nothing pertinent in the family history and his previous health had been perfectly good. He has not at any time suffered from vomiting or diarrheea. Some symptoms of duodenal ulcer preceded the onset of the present trouble but have not occurred since.
Sixteen months ago double vision occurred suddenly, without pain and, except for the first half hour of each day for the first month or two after the onset, this has persisted ever since. He had no other symptoms and is certain that the right eye, which alone did not seem to move, was not prominent. During the sumlimer he began to notice a fine, rapid tremor of both hands, which persisted. He remained the same in spite of treatment up to November, 1930, when he attempted to work again. After four days at work both arms became weak, and in spite of rest became weaker the next day, and on the second day his legs also became weak and he was not able to walk. During these few days the right eye became noticeably protruded. A few days later he noticed that the left eye did not move very well. Vision in either eye alone was perfect.
He improved steadily with rest in the following eight weeks and began to walk again. Since that time he has slowly improved, but his upper limbs have remained weak and the right eye has not changed. He had lost 4 st. in weight since November, 1930.
On examination.-Right eye much proptosed, with an external ophthalmoplegia, complete except for some slight jerks on attempted inward or downward movement; left eye slightly proptosed, no inward movement, slight upward movement and a fair but not full degree of outward and downward movement. No convergence. Right-sided ptosis readily fatigued to complete ptosis. Slight ptosis on the left side, not easily fatigued. Pupillary reactions normal. Masseters and temporals obviously wasted; fibrillation on left side. These muscles could not easily be fatigued, nor could the pterygoids. Bilateral slight lower facial weakness, more marked on left, with marked weakness and fatiguability of closure of the eyes, especially right. Palate moved slightly to right on articulation, and tongue was protruded in the mid-line with slight falling away of the left border. Coarse fibrillary movements of tongue and left side of palate. Both sternomastoids very weak but not obviously wasted.
There was weakness of all movements in both upper limbs, most marked in extension of elbows and abduction of shoulders, with no complete loss of power in any muscle. Marked proximal wasting, pectoral muscles, deltoids, biceps and triceps, and some cupping of palms of hands without wasting of thenar and hypothenar eminences. Fibrillation seen in elbow flexors, triceps and forearm muscles. Some syinmetrical weakness of intercostal and abdominal muscles and fibrillation of the former. Motor power in all movements of lower limbs fair, but dorsiflexion of ankles could be fairly readily overccme. Some slight wasting of lower third of quadriceps And of pre-tibial muscles. No fibrillation seen. All muscles in all limbs were flabby and hypotonic. Fine rapid tremor of the extended limbs, slightly increased on exertion and in coordination. Arm-jerks were increased equally on the two sides. Kneeand ankle-jerks sluggish, especially left side. Abdominal reflexes were all absent and both Dlantar reflexes were flexor. No sensory loss could be demonstrated. There was mid-dorsal gradual kyphosis with scoliosis to right and just below the angle of the right scapula was a patch of skin with dilated venules (ncevus).
There is a moderate, even enlargement of the thyroid gland, of definitely increased hardness, and a soft systolic bruit could be heard over it. No cardiac abnormality apart from a consistently moderately rapid pulse (100 to 120). Bloodpressure 135/75. Skiagrams of thorax, skull and right tibia and fibula reveal slight osteoporosis, but no other bony change. Cerebrospinal fluid findings, 17.3.31:
Two cells per c.mm. Total protein 0 035%. Globulin tests negative. Lange, no change in any tube. Wassermann reaction negative. Blood Wassermann also negative. Blood-sugar curve after 50 gr. of glucose: Resting sugar = 0 083%. Half-hour after ingestion = 0-186%. One hour after ingestion 0-190%. One and a half hours after = 0 145%. Two hours and a half after 0 097%. Glycosuria at one hour 3 *02 grm. % in urine, and after twenty-four hours 0 * 743 grm. %.
Electrical reactions normal ; no trace of myasthenic reaction in masseters, deltoids, orbicularis, sternomastoids, or pre-tibial muscles.
Blood-calcium 11 4 mgm. %. Weight 7 st. 5 lb. 5 oz. Basal metabolism rate, by Read's formula + 38.
Treated with Lugol's iodine, strychnine and arsenic, rest and massage. Four weeks of treatment has brought about considerable subjective improvement and definite increase in strength in arm and shoulder movements, but no change in physical signs. Pulse-rate now varies between 80 and 100. Blood-pressure 114/65 mm. Basal metabolism rate. A. E., male, aged 45, received war wound in right upper arm in 1916. Wound discharged and several operations were performed until 1919. Haemoptysis in 1921, admitted to Brompton Hospital for six months. In 1926 patient had an attack lasting for three weeks, in which there was blurring of vision in both eyes, excessive sleepiness and general muscular weakness. Admitted to the National Hospital, Queen Square, under Dr. Grainger Stewart, March 28, 1931, with complaint of pain in the right eye, drooping of right upper eyelid, failing vision, and excessive sleepiness.
History.-" Influenza cold" on March 4, 1931. Two days later right upper eyelid dropped and vision in that eye was dim. The eye itself was very painful. Next day the left eye became painful, and vision was impaired. This persisted for two weeks, during which the patient was very sleepy and very weak, and had severe photophobia and severe occipital headache.
On admission.-Bilateral partial ptosis, more marked right than left; patient
was able to open both eyes and to close them strongly; no power of voluntary movement of the eyes in any direction; when eyes were fixed on a near object and head bent forwards, upper eyelids spontaneously and evenly became tucked up. Both pupils were circular and regular in outline and both reacted very deliberately to light, through a good range. Visual acuity: x80 in right eye and y8 in left. No reaction of pupils on attempting to accommodate. Right fundus showed high degree of myopia and some spots of exudate, suggesting recent previous hTmorrhage between disc and macula. Left fundus showed slight myopic changes. There was weakness of the right lower face and the tongue was deflected to the right on protrusion. No diminution in muscular power except that due to the injury to right upper arm. Bicepsand supinator-jerks reduced; triceps-jerks absent; knee-jerks reduced and ankle-jerks just present on kneeling. Abdominal reflexes present and the plantar responses flexor. No sensory loss except slight symmetrical diminution in appreciation of vibration in both lower legs.
Skiagrams of skull and of cranial sinuses showed no abnormality. Cerebrospinal fluid clear and colourless; cells 3 per c.mm. ; total protein 0 075%; Nonne-Apelt negative ; Pandy weakly positive ; Lange 0000112100 ; Wassermann reaction negative in blood and fluid.
From the second day after admission patient was not unusually sleepy and slight power of conjugate movement to left and upwards has returned.
Repeated Attacks of Hemiplegia with Ataxia and Bulbar Palsy in D. H., a girl, aged 8 years, had an attack of "pneumonia" at the age of 4 years.
Three weeks after the illness she suddenly became unconscious and remained so for three weeks. On recovering consciousness she was blind and helpless, but after six months was quite normal except for dragging of left leg. At the age of 6 she had a sudden attack of intense drowsiness and vomiting with complete prostration, from which she completely recovered in 9 weeks. At the age of 7T she became suddenly very drowsy and had severe vomiting. Her condition varied greatly during the next
